develops in increasing numbers throughout childhood and early adulthood (particularly at puberty) and then slowly involutes. Genetic and environmental factors (especially sunlight) influence the development of these melanocytic nevi. [1] Acquired nevi are further classified into junctional (flat, uniformly pigmented, dark brown to black color), compound (elevated, lighter shade of brown), and intradermal (more elevated, pale brown, or even skin-colored) types.
[2] The interest in these benign lesions lies in their relationship with melanoma as there is a small but definitive risk of development of melanoma in these lesions and hence, such cases should remain under follow-up and/or perform the regular self-examination. Immunohistochemical stains can be of great value in the diagnosis of a melanocytic neoplasm. S-100, MelanA/Mart-1 (A103), tyrosinase (T311), and microphthalmia transcription factor typically stain both the junctional and the dermal components of common acquired nevi, with sensitivities approaching 100%.
[3] The clinical differentials in our case were dermatofibroma (painful nodule, dimple sign positive, histology showing nodular dermal proliferation of spindle-shaped fibroblasts and myofibroblasts), trichofolliculoma (wisp of hairs coming out of lesion, histology showing central patulous follicular infundibulum, from which fully formed follicles radiate) and leiomyoma (painful tumor and histology showing collection of fusiform myocytes).
[4] These lesions do not require any treatment and can be smartly left over but a changing lesion suspicious of melanoma warrants surgical excision and histological workup.
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Sir, A 9-year-old boy presented to us with few asymptomatic elevated skin lesions on the right flank for 7-8 months and on the face for 2 months [ Figure 1 ]. Rest of the history was unremarkable. Cutaneous examination revealed solitary well-circumscribed brownish plaque over right flank and two similar brownish papules on the face. Plaque on flank was notable for wisp of hair coming out from its center. Rest of the cutaneous and systemic examination was noncontributory. Histological examination showed nests of melanocytes in the dermis, without any other significant alterations [ Figure 2 ]. Based on the clinical and histological findings, a diagnosis of "acquired melanocytic nevus of intradermal type" was done.
Melanocytic nevus, commonly known as mole, may be congenital or acquired. Acquired one usually A young boy with brownish papules and plaque due to unavailability of documents. Antenatal and birth histories were insignificant, and there was no history of consanguineous marriage. The patient had shown delayed developmental milestones and was mentally retarded. There was no history of seizures, photosensitivity, recurrent bone fractures, or vascular abnormalities.
On examination, the patient was found to have coarse facies, broad nose with increased interalar distance, prominent forehead, and prognathism. The lower eyelids were puffy with an extra skin fold [ Figure 1 ]. Psoriasiform plaques with silvery white scales were present on the knees, elbows, distal third of forearms and legs, dorsae of hands and feet, gluteal region, and on the bilateral popliteal fossae and right cubital fossa [ Figures 2 and 3 ]. The patient also had a large, tender abscess near the umbilical area exuding pus. A median surgical scar on the umbilicus was present. The toe nails showed thinning and roughening of the nail plates. The mucosae were normal. Ring cataracts, not impairing vision, were detected in both eyes. Hearing was normal. KOH examination of the scrapings from nail and skin lesions was unremarkable. Skin biopsy from the leg lesion showed hyperkeratosis, acanthosis, spongiosis, elongation of rete ridges, and mild lymphocytic infiltration, suggestive of eczematous dermatitis. Staphylococcus aureus was isolated from Sir, Hyper IgE syndrome (HIES), previously referred to as Job's syndrome, is a rare immunodeficiency syndrome characterized by extremely high levels of serum IgE, eosinophilia, recurrent skin and pulmonary infections, and a chronic eczematous rash. The term HIES has been preferred after Buckley's observation that elevated IgE is a cardinal feature of the disease. Several features unrelated to immune dysfunction such as a distinct facies, cleft lip and palate, hyperextensible joints, bony fractures, failure of the primary teeth to fall, and vascular abnormalities are also associated with the disease. [1] We report a case of HIES with classical features but with associated autoimmune hypothyroidism. The occurrence of autoimmune hypothyroidism in Job's syndrome has not been previously reported to the best of our knowledge which prompted us to report the same.
A 22-year-old male presented with mildly itchy, red, scaly lesions over the hands, feet, and body folds present since the neonatal period. The lesions have been persistent, though they used to decrease after the application of some topical medications prescribed by private practitioners. There is a history of recurrent skin and lung infections. He had undergone an abdominal surgery for burst abdomen 10 years ago, the reason of which was unknown Autoimmune hypothyroidism in jobs syndrome: An extremely rare finding
